with bilateral open angle glaucoma but unilateral pseudo-exfoliation, and showed that the eye with pseudo-exfoliation fared worse.
Pigmentary glaucoma: One subject, the mother of the index patient, was examined; both had myopic right eyes with tension consistently higher than in the emmetropic left eyes. The mother's tensions were borderline in the left eye and PO/C ratios were 200 in the right eye and 114 in the left. There were slight pigment deposits in the angles. After treatment of the left eye with dexamethasone 0-1 % eyedrops twice daily for three weeks there was a rise in pressure of 12 mm. The discs were suspicious but there were no definite field defects. Open angle glaucoma was suspected. Becker & Podos (1966) record instances of open angle glaucoma, pigmentary glaucoma, Krukenberg's spindles and glaucoma suspects occurring in the same family.
Conclusions
Evidence is presented showing a connexion between: (1) Open-angle glaucoma and lowtension glaucoma. (2) Glaucoma capsulare and pigmentary glaucoma. (3) Pigmentary glaucoma and open-angle glaucoma. An explanation for these connexions would be a genetically determined tendency to glaucoma common to all the conditions mentioned above. (1960) With the introduction of the artificial kidney, peritoneal dialysis and transplantation of the kidney, a new problem, the visual prognosis in renal failure, faces the ophthalmologist.
When seen in the acute stage of renal failure, the first symptom reported by the patient is sometimes a deterioration of vision. From this it is not difficult to make a diagnosis of renal retinopathy and the patient is referred to the appropriate medical team. The team may, however, have difficult questions to put to the ophthalmologist. For example: What is the visual prognosis for this patient? In view of his occupation is it reasonable to dialyse the patient in the acute phase of the illness? Alternatively, is it justifiable for him to take up a place in the chronic dialysis unit, or to have a mini-kidney that he can work himself at home, or should he be considered for a cadaver graft?
The following cases illustrate these problems: Three weeks after admission he had recovered to an extent where he could walk round the ward, being maintained on peritoneal dialysis each night. During this time there was an increase in the size and number of himorrhages in his fundi, and a very guarded prognosis about his future visual function, which at this time was N. 48, was given. Six weeks after admission his fundi showed no decrease in the soft white exudates and an increase in hemorrhages, and two weeks after this he died in (left-sided) cardiac failure.
Case 2 MrAK, aged 28 A known case of Marfan's syndrome with severe hypertension due to renal damage. His fundi were similar to those of Case 1. He also had large lower serous detachments and very cedematous fundi with soft exudates but no himorrhages.
On admission: Blood pressure 220/140; blood urea 530 mg/100 ml. Treatment: Peritoneal dialysis was commenced and blood urea rapidly returned to normal; blood pressure was controlled on methyldopa. Renal biopsy showed chronic glomerulonephritis with what was assumed to be nonfunctioning kidneys. He was considered unsuitable for sending to a chronic dialysis centre in view of the scarcity of places available and his known disabilities.
On Christmas Eve dialysis was discontinued but by New Year's Eve he was producing considerable quantities of urine. Blood urea was reduced to 34 mg/100 ml and the appearances of his fundi had improved.
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Ellis & Fonken (1966) found that fundus changes resolve if the graft is successful although they comment that after severe cedema they may have some macular scarring which may lead to a deterioration of vision. This improvement is similar to that of a gross hypertensive retinopathy due to a pheochromocytoma. When the tumour is removed and the blood pressure returns to normal the fundus reverts to a normal appearance. In toxaemia of pregnancy the same improvement may occur.
The answer, therefore, that we should give to the renal team is: 'You resolve the renal function and the eyes will resolve themselves.' Nine cases of unilateral proptosis have been seen in the Eye Department of the Royal Naval Hospital at Haslar during a period of eighteen months. These have been diagnosed as 5 cases of dysthyroid eye disease, 1 pseudotumour, 1 tumour, 1 mucocele and 1 inflammatory. The place of dysthyroid eye disease at the head of the list is the same as in the series published by Drescher & Benedict (1950 ), Schultz et al. (1961 , Reese (1964) and Catalino et al. (1964) .
Four of the cases at Haslar were treated by surgical intervention but in only one of these has there been an absence of sequelh. In this case the approach was an anterior one through the orbital septum. The other 3 cases illustrate the difficulties in the management of intra-orbital disease. .@ioaZ'°-E §°~~~~~~~~~~~~~~~~.
,F ig 1 Case 1, left proptosis Mass in lower temporal quadrant Case 1 Man, aged 38 (Fig 1) Presented with left-sided proptosis of 3 mm in upward and inward direction. A mass was just palpable in the lower quadrant of the orbit. An encapsulated tumour, which proved to be a neurilemmoma, was removed via an anterior orbitotomy. He has since remained symptom-free.
Case 2 Man, aged 36 Presented with left frontal headache and diplopia in the straight-ahead position for three weeks. Twelve years previously he had sustained a fracture of the orbital plate of the left frontal bone involving the sinus. An irreducible left-sided proptosis of 6 mm was present, the greatest displacement being downwards and laterally. A mass was palpable in the upper inner angle of the orbit. Compression lines were noted at the posterior pole on fundus examination. Skull X-ray showed a defect of the upper inner angle of the orbit. Mucocele arising from the left frontal sinus was diagnosed. Following orbital exploration by a neurosurgeon a fronto-ethmoidal mucocele was removed.
Three months later, after an upper respiratory tract infection, proptosis recurred and subsided after a few days without treatment. Since then there have been several recurrences associated with nasal congestion and subsiding with the use of nasal decongestants. He now shows restriction of dextro-elevation of the left eye possibly due to tethering of the left superior oblique muscle by scar tissue.
Case 3 Man, aged 33
Presented with right-sided proptosis of two weeks' duration with forward, downward and outward displacement of 3 mm. No localized mass was palpable but a leash of dilated conjunctival blood vessels was seen at the outer canthus and restricted elevation was present. Lid lag and lid retraction were noted in the left eye.
Clinical investigations, including thyroid function studies, orbital phlebogram and carotid angiogram, were normal. It was then thought that the proptosis might be of endocrine origin and, in the absence of visual loss, a period of observation seemed reasonable before exposing him to intra-orbital surgery. For four months his condition remained unchanged; then the forward proptosis increased to 6 mm and vision dropped to 6/12. By this time fundus examination showed venous congestion and papilleedema and it was felt that surgical decompression was indicated. Operation was performed by a neurosurgeon via the transfrontal approach and an attempt was made to remove an infiltrating retro-orbital mass. This left him with a blind eye, a fixed dilated pupil and optic atrophy. Expert opinion on histological appearance is divided between inflammatory pseudotumour and lymphosarcoma. A course of radiotherapy has been given and he has since remained well.
Case 4 Man, aged 21 (Fig 2) Presented with a right proptosis of ten days' duration, coincident diplopia and a blocked right nostril. The left eye showed lid lag and lid retraction. Two years previously he had had subtotal thyroidectomy for
